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Necrotizing sialometaplasia is a benign, self-limited, reactive inflammatory process. that involves salivary glands. It occurs in middle-aged patients ; men are affected slightly more often than women . Patients may experience an antecedent event (e.g., surgery , radiation, or trauma) up to 3 weeks before necrotizing sialometaplasia appears clinically, but many are asymptomatic. A submucosal nodular swelling will give way to an ulcerative, crater-like lesion that usually measures less than 3 em in its greatest dimension.
Necrotizing sialometaplasia most commonly arises in the minor salivary glands of the hard palate; other mucosal sites are affected less frequently . The histologic marker of necrotizing sialometaplasia is preservation of the smooth contour and lobular architecture of the salivary glands following coagulative necrosis and subsequent ductal and acinar squamous metaplasia (figure I). The metaplastic squamous epithelium has a bland overall histologic appearance (figure 2). However, as· is the case with any reparative or regenerative epithelium, enlarged nuclei , prominent nucleoli, apoptosis, and mitotic figures can be seen ( figure 3 ). Inflammatory cells, including neutrophils and lymphocytes, are often prominent in the surrounding tissues. In an attempt at re-epithelialization, necrotizing sialometaplasia may induce pseudoepitheliomatous hyperplasia, and this reaction may be so striking that distinguishing it from squamous cell carcinoma and mucoepidermoid carcinoma may be difficult. The difficulty is comp ounded when the biopsy specimen is small and features a predominance of fibrosis and inflammatory elem ents. The lobular architecture, the over all smooth edge s of the epithelial islands, the unin volved salivary glands, and the limited degree of cytologic atypia can help differentiate these diseases. Often the self-limiting nature of necrot izing sialometaplasia helps define the true nature of the disease.
No specific therapy is necessary, although it is important to define an etiologic agent, if possible, to prevent recurrence. 
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inferior pharyngeal constrictor muscles. The ostium of a pharyngocele that originates in this area will be located at the base of the piriform sinus. An important point to keep in mind is that pharyngoceles and laryngoceles that originate in this inferior weak area will protrude through the thyrohyoid membrane, which makes their differentiation difficult.
A pharyn gocele can appear as a mass and is usually associated with various symptom s, including dysphagia, hoarseness, cervical pain, regurgit ation, dysphonia, cough, earache, and odynophagia. In some cases, however, pharyngocele s (and laryngoceles) are asymptomatic. Pharyngoceles manifest more often in men than in women (the male-to-female ratio ranges between 3:1 and 8:1), and they usually arise during the fifth and sixth decades oflife (although some cases in young adult s have been reported) .1.4 A loss of muscle elasticity with aging, a previous surgery, and an increase in intrapharyngeal pressure all play important role s in the pathogenesis of this anom aly.v' 494 When a pharyngocele is suspected in a patient with such a clinic al history, the diagnosi s can be conf~rmed by various imaging studies, including plain x-rays , barium swallow, endoscopy, computed tomography (CT) , and magnetic resonance imaging (MRI) . Multiplanar MRI could prove to be more specific than the other modalities in making an anatomic identification of the location and characteristics of these lesions (figure).
